Objectives: The purpose of our study was to evaluate barriers in communication and disease understanding among office staff and interpreters when communicating with Spanish-speaking women with pelvic floor disorders.
T he burden of pelvic floor disorders is immense in human terms and continues to rise with the growing population of older adults. A recent epidemiological study of 1961 women found the prevalence of at least one pelvic floor disorder in women older than 20 years to be 23.7%. 1 Specifically, 15 .7% complained of urinary incontinence, 9% complained of fecal incontinence, and 2.9% had pelvic organ prolapse. The prevalence of pelvic floor disorders increases with age from 9.7% among women aged 20 to 39 to 49.7% of those older than 80 years. Wu et al 2 estimate that the number of women in the United States with at least one pelvic floor disorder will increase from 28.1 million in 2010 to 43.8 million in 2050. During this time period, the incidence of pelvic organ prolapse will increase by 46% and urinary incontinence by 55%.
Prevalence of pelvic floor dysfunction varies among different ethnicities, particularly between Hispanic and non-Hispanic populations. Latin women bear a disproportionate burden from symptomatic pelvic floor disorders. A population-based cohort study comparing 2270 African American, white, and Latin women showed a 4 to 5 times higher rate of symptomatic pelvic organ prolapse in white and Latin women compared to African American women. 3 Higher rates of urinary incontinence among the Latin women population compared to non-Hispanic white women have also been demonstrated, with a 1.7 times increased rate of stress urinary incontinence and 1.8 times increased rate of mixed incontinence. 4 Patient-related and system-related barriers to medical care for Latin patients have been identified for many conditions, including follow-up of abnormal Papanicolaou tests and mammograms. 5, 6 Inadequate communication between physicians, staff, and patients is one such barrier that is particularly important for this population. Latin women reported that their health care providers engage in 5 important communication tasks with less frequency than non-Hispanic white women, 7 and Spanish-speaking Latin men/women, in particular, report higher levels of dissatisfaction with the provider communication they receive. 8 Inadequate communication can result in a variety of poor outcomes. 9 Although this barrier has been studied in a variety of populations, 10Y12 it is unknown whether such barriers exist for women with pelvic floor disorders. We sought to define such barriers by interviewing interpreters and office staff who regularly interact with Spanish-speaking women presenting with pelvic floor disorders.
MATERIALS AND METHODS
Approval was obtained from the UCLA Institutional Review Board. All interviews were de-identified; therefore, consent was waived. Office staff (n = 11) employed in a female urology subspecialty clinic and certified hospital-based interpreters (n = 5) were interviewed. Hospital-based interpreters were asked about their interactions with Spanish-speaking Latin women and their experiences in the clinic setting. A standardized interview script with open-ended questions was used. Interviews were de-identified, recorded, and transcribed verbatim.
Qualitative analysis was used to analyze the data, as these methods are justified in areas of research where little knowledge exists. Grounded theory, first developed in 1967, was used to analyze interview data. 13 several points in the research process by collecting and analyzing data qualitatively. A central concept in grounded theory is to obtain a broad range of perspectives or experiences that relate to the study question. Often interviews, focus groups, journals, surveys, or field observations are used to obtain data. It is best used in studies conducted in social settings and to develop a theory or process, rather than to test a hypothesis as is done in quantitative research. Instead, the researcher searches for a theory implicit in the data using an ''iterative approach''; several stages of data collection and analysis subsequently guide the next step in the study. 14 Key issues are identified by coding and finding categories. This includes line-by-line coding of transcripts in which key phrases are identified in the patient's own words. Similarly, coded phrases are then grouped together to create clusters. 15, 16 From these, preliminary themes are combined to develop categories. Finally, these themes are evaluated to derive core categories or emergent concepts In our study, 4 individual investigators independently performed line-by-line coding of the transcripts from the interviews with the office staff and interpreters to minimize subjectivity. They also applied the technique of grounded theory of theoretical sampling in which theory is generated as it emerges through ongoing data collection. 17 Themes were derived from the line-by-line coding by each investigator, and then the derived preliminary themes were then compared and merged.
RESULTS
Sixteen interviews were conducted. Ten of the office staff were women, all of Hispanic origin, and one was a man. All were certified nurses and had been working in the urology clinic for several years. Three male and 2 female hospital-based interpreters were interviewed. Both office staff and hospital-based interpreters were fluent in both Spanish and English and had passed a medical translation certification examination. Four of the hospital-based interpreter interviews were through a telephone service and provided services to nonmedical specialties as well. One worked primarily in a hospital setting. Each interview lasted approximately 20 minutes. After an independent review by 4 investigators, several preliminary themes emerged, which were further classified into 3 broad categories of barriers to communication with Latin women present at the level of the patient, the provider, and within the system as reported by office staff and interpreters ( Fig. 1 ).
Patient-Related Barriers
Patient-related barriers included a generally poor understanding of medical conditions, pelvic anatomy, and specific pelvic floor disorder by Latin female patients. With regard to their general health, interpreters and office staff stated that Spanishspeaking Latin women often did not often know the names, purposes of, or adverse effects of their medicines (Fig. 2 ). They had a tendency to bring all their medicine bottles in for the physician to review. In comparison, English-speaking women would usually know the medications they were on or have a list. Pelvic anatomy was poorly understood, often requiring hand motions to describe what body part is affected. Additionally, medical paperwork questionnaires in English were at times inaccurately answered. For example, some patients stated that they have either all or none of the listed medical conditions on the initial paperwork. However, even when the paperwork was translated for the patient by office staff, there seemed to be a general lack of knowledge of their comorbidities.
There was also a lack of knowledge of medical terminology. Hand motions were often required to illustrate pelvic anatomy and to describe phrases or terms that the patient did not know how to say. Compared with English-speaking patients, Spanish-speaking patients tended to describe everything in great detail and disclose all their symptoms to interpreters, including front office staff. For example, when making an appointment, they would state to the front office staff that they leaked with cough. As stated by interpreters and office staff, ''English-speaking patients will just say stress incontinence or urinary incontinence,'' and ''I haven't encountered a Spanish-speaking patient that uses those terms.''
The lack of knowledge was often embarrassing for patients, as they did not want to appear unable to understand. Even when asked, many of them did not disclose a lack of understanding, although later, some would ask office staff for clarification after the clinic visit. Compared with Englishspeaking patients, Latin female patients tended to ask fewer questions before deciding on particular treatment. One office staff member states, ''The patients that don't speak English say 'yes' to everything that you tell them. And when I ask them, 'Do you understand?' they always say 'yes.' To me, I don't feel that they completely understand.'' There was a lack of questioning of providers, as well as a low level of involvement in the decision making for treatments.
The need to discuss ''taboo'' topics in detail contributed to embarrassment in engaging in discussions about pelvic floor disorders. At times, Latin women confided more to the Spanishspeaking office staff than to the physician. Latin bilingual office staff raised in primarily Spanish-speaking homes stated that these topics were not openly discussed during their own upbringing. They recognized that this prevented them from learning necessary medical terminology.
Finally, in addition to the time needed for translation, office staff reported that Spanish-speaking patients required more time than English-speaking patients during many points of the clinic visit. This resulted in a greater time requirement per Spanish-speaking patient for the office staff. Before the clinic visit, office staff were often required to help translate and fill out the medical paperwork. When patients called to schedule appointments, many of them did not know the reason for referral and called only because they were told by their primary care physicians to see a specialist. The front office staff were often required to search through other documents to define the chief complaint or identify the reason for referral. Patient phone calls also required more interviewing and questioning than with English-speaking patients to best help the patients for purposes of triage.
Despite these patient-related barriers, Spanish-speaking women were found to be proactive in seeking out Spanishspeaking personnel. One interpreter stated, ''Their first words are, 'Do you speak Spanish?''' or ''Sometimes, patients ask if the doctors will speak Spanish before they even go in. They'll ask ahead of time if the doctor speaks Spanish.'' Often an Englishspeaking family member calls for them for further questions or clarifications.
Provider-Related Barriers
Provider-related barriers were present at the level of the physician, bilingual office staff, and certified hospital-based interpreters. Physician-based barriers centered on the use of noncredentialed office staff as interpreters. Often, time was required of them in addition to their normal clinic duties. They were also less likely to inquire about words they did not understand compared with certified interpreters.
Barriers at the level of the office staff were present when required to play the role of a physician. The office staff were often asked detailed questions by patients regarding their symptoms, treatment options, and medications. They often had to piece together the patients' symptoms and medical history to obtain information about the chief complaint. Latin female patients often disclosed all of their symptoms to the staff, unlike English-speaking patients. As described by a front office staff member, ''Sometimes they call in and say, 'I don't know why I'm being referred,' and so then I ask 'What are your symptoms?' and then we go from there.'' Patients were also stereotyped by office staff as less capable of understanding their conditions. On the contrary, however, some interpreters assumed that patients understood the condition or words being used without clarifying that they did in fact understand. Most office staff and interpreters had a poor understanding of the medical conditions being interpreted. For example, when asked the definition for stress incontinence, one of the bilingual office staff replied, ''Stress incontinence? Isn't that when women leak urine when they are in a stressful situation in their lives?'' However, there was an assumption on the part of both credentialed interpreters and office staff that there was no discrepancy in communication, and neither group was aware of the effect of this on the effectiveness of their interpreting. A front office staff member, with a notable lack of pelvic floor vocabulary, such as knowing the translated words for 'cystocele,' 'sling,' or 'incontinence,' said, ''I know the old school Spanish so most likely when we have a patient that calls in, I understand them perfectly.'' Another stated, ''I've been here quite a few years; I have a system of interpreting.'' A common preliminary theme present within each barrier was a lack of knowledge of Spanish medical terminology related to pelvic floor disorders by all parties involved: the patient, the physician, and the interpreter. The terminology is present within Spanish medical dictionaries, but when office staff and interpreters are queried about these terms during the interviews, the words are unrecognized. In general, to discuss a symptom, diagnosis, or treatment plan, descriptions of the condition are used rather than the actual name of the condition.
System-Related Barriers
Interpreters and office staff identified a number of systemrelated barriers that included a lack of information and education tools, a lack of Spanish paperwork, and a limited vocabulary within the medical community to describe the conditions associated with pelvic floor disorders. In offices with a predominant population of English-speaking patients, there was often a paucity of written literature in Spanish, further contributing to disparities in understanding between English and Spanish speakers. Interviewees identified that many patients did not have access to computers or did not understand how to use them. Compared with English-speaking patients who at times brought printouts and pamphlets from their own research, Spanish-speaking patients lacked additional supplementary information.
DISCUSSION
With a rapidly increasing Hispanic population within the United States, there is a need to understand and optimize our communication techniques with this patient population to afford them the same access to care provided to English-speaking women. Routes of communication with an English-speaking patient are usually directly by the provider or by various informational tools. In contrast, Spanish-speaking patients do not have a direct form of communication with English-speaking physicians and instead require additional parties or steps to receive the same information. Ideally, this is provided by either the use of a certified interpreter or by translated forms. However, it is quite common to use the aid of a noncertified bilingual interpreter in the form of a family member, office staff member, nurse, or other personnel in the medical center. Each of these additional steps serves as a potential barrier to optimal communication with Spanishspeaking patients (Fig. 3) .
Language barriers have a well-studied association with health disparities. They have been shown to increase length of hospital stay, 18 contribute to poor understanding of medications and adverse effects, 19 promote poorer compliance with medications, 20 increase medical errors and misdiagnoses, 21, 22 and limit access to preventative care. 23 There has also been shown greater dissatisfaction with care. 19 When interpreter services are used, there has been found increased satisfaction 24 and improved outcomes. 25 Unfortunately, there is a significant underuse of interpreter services 26 despite the fact that Latin female patients provided interpreter services fill more prescriptions, are provided more preventative services, and make more office visits. 27 Effects on communication by both language barriers and health literacy have been established. Health literacy, as defined by the US Institute of Medicine, is ''the degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed to make appropriate health decisions.'' 28 Sudore et al 29 evaluated communication between physicians and 771 patients and found the greatest discrepancy in the ability to communicate existed between a nonYSpanish-speaking physician and a Spanish-speaking patient. Language barriers were the primary source of discordance; however, health literacy had a significant influence on effective communication as well. A study by Percac-Lima et al 5 found that Mexican-American women with poor health literacy, compared to those with adequate health literacy, were less likely to undergo screening mammography.
Nutbeam 30 developed a model in which health literacy is a recognizable risk factor that can affect clinical outcomes. In this model, a prior assessment of the level of knowledge and reading literacy needs to be ascertained, thereby helping to develop a clinical environment conducive to proper communication to enhance the quality of the patient-provider interaction. 30 According to Baker, 31 there are few tools to assess the level of knowledge, which is an important component of assessing health literacy. Given the significance and prevalence of pelvic floor disorders among the Latin female population, our goal was to identify obstacles in communication that prevent Latin women of varying literacy from achieving knowledge. Our study revealed 3 main categories of barriers to communication between providers and Spanish-speaking Latin women with pelvic floor disorders as identified by Spanish-speaking interpreters and office staff: patient-related, provider-related, and system-related. Each of these has a high likelihood of affecting understanding of disease processes and treatment plans.
Identified patient-related barriers included a poor general understanding of medical conditions and anatomy as well as a lack of knowledge of the medical terminology. It seemed that most of the problems were centered around a lack of English fluency and a lack of literacy. Latin women often incorrectly filled out medical questionnaires, which may in part be due to an inability to understand the paperwork or may be due to a poor understanding of their medical history. This may be due to a lack of teaching by primary medical specialties, or it may stem from cultural restraints and norms. Often, the home setting does not provide opportunity to have open discussion regarding matters of the genitourinary tract and pelvic floor disorders. Other possible reasons for the discrepancy noted between Latin women and white women may be due to differences in culture, educational background, or access to technologies or resources that educate women on health issues. Latin women tended to confide more in the female office staff than the physician, possibly because they are more comfortable discussing pelvic floor issues with a native female speaker. Additionally, both the lack of understanding and embarrassment stemming from the desire to appear knowledgeable may be contributing factors to the lack of involvement in the clinical decision making. Many of these factors attributed to each patient requiring more time by the office staff. This puts greater strain on the staff to complete their normal duties and to thoroughly assist their patients.
Provider-related barriers existed at the level of the physician, noncertified office staff, and hospital-based interpreters. The physician's use of office staff as interpreters posed many problems. First, many of them were not credentialed and were less likely to clarify or inquire about the material they were asked to discuss than certified interpreters were. This may be because there is an expectation for them to have a baseline understanding of the conditions and terminology because of their employment in a urology clinic, despite not having any formal training or orientation in the specialty. Just as with the patients' need to gesture to communicate, descriptions and hand motions from the office staff were also reported to be used to communicate rather than using known medical terminology. It is unclear whether this is due to a lack of knowledge of the terms or if it due to stereotyping that Latin women would not be able to understand if hand motions were not used. In either case, this may propagate the lack of use of medical terminology by preventing the introduction of the terminology into the Spanishspeaking community. It is in this setting that a knowledgeable interpreter is crucial, as it provides the opportunity to use and disperse the terminology and to educate the Spanish-speaking community.
Interestingly, 2 contrasting themes emerged. First, although it is unknown to what degree Latin women with pelvic floor disorders truly understand their conditions, at times, office staff assumed that patients would be unable to understand. As stated by one member of the office staff, ''That's why I said, they lack a little more understanding (than English-speaking patients).'' On the contrary, some interpreters assumed that patients are already familiar with their anatomy and pelvic floor disorders. For example, one stated, ''Some of them have been going through this for a long time, so they know what they have. They already know. ''
The use of interpreter services has proven to improve satisfaction with care, compliance, and outcomes in a primary care setting. However, in our study, even when the physician enlisted the help of a certified interpreter, there seems to be a significant and prominent gap in communication. Unfortunately, this calls into question how beneficial an interpreter service is in a subspecialty setting, particularly in the realm of pelvic floor disorders. It seems that there is poor communication between the patient and the interpreter based on a weak level of knowledge of the medical conditions on the part of the patient and terminology. To ensure accurate and proper translation, efforts are needed to promote education at all levels of the workforce to improve our communication with the Spanish-speaking Latin female population with pelvic floor disorders.
Finally, system-related barriers were due mainly to a lack of access to informative tools in Spanish. A lack of Spanish paperwork posed a large barrier to communication. In our female urology clinics, it seemed that most of the patients were literate in Spanish, although this was not tested. In general, however, if a companion or family member was not present to help them, the office staff members often assisted with translation and completing questionnaires. It is unclear if incorrect medical history information was provided and if it was due to a lack of understanding of their underlying comorbidities, their inability to understand the paperwork, or to write in English. Additionally, although terminology for pelvic floor disorders does exist in some dictionaries, in certain hospitals, there does not seem to be easy access to it or it is not commonly used. As stated by one interpreter, ''There's no way to get a real medical dictionary here. You would have to order it from Spain, and they don't give us the budget for that. So, we use whatever comes out of the Internet.'' There is, however, an abundance of literature available on the Internet. It is unclear if there is lack of access to the Internet or a poor understanding of how to use the Internet among underserved Latin women. Additionally, it is unclear if the Latin women lack a baseline level of understanding needed to interpret and retain the information they seek or are taught. Only after language barriers are broken can we better understand differences in beliefs and health behavior in between populations and the contribution of patient's level of education, socioeconomic background, years in this country and their country of origin to their understanding.
To better define the problems addressed by this study, 2 questions emerge: First, what is the baseline knowledge of a Spanish-speaking woman about pelvic floor anatomy and disorders? Second, how well are Spanish-speaking Latin female patients able to understand their diagnoses, treatment options, and risks to therapies? Further studies are warranted to get a better understanding of these issues. Future double-blinded and randomized control trials in which communication and understanding between a control group and an experimental group will allow us to draw more concrete conclusions. Other areas of interest include the effects of literacy on disease understanding and how geographic variations in Spanish affect communication based on regional differences within the United States as well as varying Latin American backgrounds of the patients. Many levels of barriers to communications exist with Spanish-speaking women with pelvic floor disorders at the level of the patient, interpreter, and within the system. There is a need to understand and optimize our communication techniques with the rapidly increasing community of Latin women within to the United States to allow them the same access to care as Englishspeaking women. Additionally, there is a need to identify levels of health literacy in Latin women seeking treatment for pelvic floor disorders to develop a clinical environment that is conductive to effective communication. Our next step is to better define these barriers.
